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Preface

Despite commendable efforts during the International Drinking Water Supply and
Sanitation Decade, the percentage of rural population in developing countries with
adequate sanitation facilities has only grown from 14% in 1980 to an estimated 18% in
1990. The coverage for urban sanitation has improved from 569 to 66% over the same
period.

It is clear that sanitation developments have to be accelerated to reach the goal of
health for all by the year 2000. But it has also become clear, that high coverage levels
for sanitation facilities do not guarantee their proper use and maintenance. Unless
people have been motivated and involved in planning for sanitation, the chance that
improvements are sustainable is small. It is felt that so far, sanitation has been too
much of a technical affair, while the cultural and social considerations have not been
given enough emphasis.

This manual is written to provide an insight into the cultural and social aspects which
influence sanitation developments. It also provides an overview of technical options
available for on-site sanitation in rural and peri-urban areas. Because it is often much
more effective and acceptable to upgrade existing facilities, emphasis is put on the
technical details which can be used in upgrading. Technical aspects of the design of
latrines are also included, to use as a guide for carrying out improvements. But for the
construction of the more elaborate latrines, existing technical handbooks should be
consulted.

The manual is intended primarily for those involved in sanitation programmes for
low-income communities in developing countries, not only sanitary engineers, but also
social scientists, economists, planners and hygiene educators.

Assistance with the technical sections has been provided by Mr. J, Smet,

Mr. J.G. Wilson and Ms. L. Burgers, whilst Mr. J.T. Visscher has provided guidance
concerning the conceptual approach adopted in this manual. Many other people at IRC
have also assisted with their knowledge on specific aspects of community-based,
sustainable sanitation. Mr. R. Schertenleib, Director of IRCWD, has reviewed the
document and provided the sections on groundwater pollution and pit emptying
requirements. Gratefully acknowledged are also the efforts of Ms. Q. Bakhteari and
Mr. S. Hvam in reviewing this document and providing very useful comments. Thanks
also to Ms. L. Wolvers of IRC who did the desk top publishing of this manuscript.
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1.  Introduction

One of the major lessons learned during the International Drinking Water Supply and
Sanitation Decade, is that the provision of water and sanitation facilities alone does not
automatically imply their proper use or maintenance. Quite often, facilities are left
unused soon after installation, or they are not repaired when broken down. One of the
major reasons for this is that communities have not been consulted about their needs
and priorities and have not been sufficiently involved in planning the facilities. They
therefore do not feel responsible for them. It is unrealistic to expect people to devote
limited resources to something they do not regard as a priority.

! One of the problems with sanitation is that it is rarely a strongly felt need, especially in
' irural areas. Few people realize that many diseases are caused by poor sanitation or

‘understand the way these diseases are transmitted. Although health considerations are
‘rarely a motivating factor for a community to construct sanitation facilities, it is for
‘health reasons that good sanitation is being promoted. For the community, various
;other factors such as privacy, convenience and status are more important. The key to
getting people motivated to improve sanitation, is to understand these factors and to
i use them as a basis for the development of an intervention strategy together with the
' community,

g
|

' This intervention strategy needs to have a two-pronged orientation - individual and

- community - because sanitation is both a personal and a communal concern. While

defaecation itself is a very private function, the positive and negative effects of excreta
disposal are of communal importance. For instance, if in a community a number of
people have latrines, whilst the rest continue to defaecate in an unsanitary way, the net
effect of these latrines on the health condition of the whole community will be
minimal. Wider sanitation issues such as drainage and solid waste disposal are even
more of a community affair.

This manual discusses key elements of a community-based approach to sanitation
improvements and includes a description of:

e methods to involve people from the start in identifying the risks and problems of
sanitation conditions in their community as a basis for sanitation improvements;

° cultural and social conditions which influence attitudes towards sanitation;

e methods to upgrade existing sanitation facilities;

e  different low-cost sanitation technologies.

The most important excreta-related diseases and their transmission routes are
described in Chapter 2. Also discussed are traditional defaecation practices and
sanitary facilities. Although these may not be hygienic or safe, they do reflect local,
social and cultural preferences. A combination of hygiene education and upgrading of
existing latrines may be a much more acceptable form of sanitation improvement than
the construction of new facilities, which many people may not be able to afford.

An intervention to improve sanitation always has to begin with what the people already
do, what they know and what they want. Because it is unlikely that everybody in the
community has the same attitude towards sanitation, it is necessary to make an



inventory of the various attitudes and of the main risk factors and problems affecting
the different groups making up the community. This can lead to a classification which
can serve as a basis for programme development. The steps to be taken to come to this
classification are discussed in Chapter 3,

Before planning for improvements with the community can start, an understanding is
necessary of several aspects which have a direct bearing on sanitation behaviour and on
the choice of possible sanitation improvements. First of all, this concerns the cultural
factors which influence sanitation behaviour and the factors which motivate people to
have a latrine. Furthermore, options for resource mobilization are discussed as well as
ways to organize the community to carry out improvements. Chapter 4 ends with an
overview of environmental conditions and preferences in sanitation design, which are
the basis for technical options available for improvements.

The possibilities to improve sanitation practices and to upgrade existing sanitation
facilities are presented in Chapter 5. If people do not have a latrine and are not willing
or able to construct one, it may be possible to reduce health risks by changing existing
sanitation practices with the help of hygiene education.

The viability of upgrading is dependent on a number of issues, such as the remaining
useful life of the pit and the present structural soundaess. If upgrading is viable, there
are several options for improvement such as improving the slab, fly and odour control
and the superstructure.

If there are no facilities or the existing facilities cannot be upgraded, but people are
sufficiently interested, new facilities have to be built. Chapter 6 gives an overview of
different systems which do not need water for flushing, while in Chapter 7 low-cost
systems which use water for flushing are described.



2. The Importance of Sanitation

2.1 Excreta-related diseases

The most important excreta-related diseases are diarrhoea and worm infections. They
are excreta-related because they are directly or indirectly transmitted through faecal
material. With regard to the transmission of these diseases, there is a distinction
between the state of being infected and the state of being ill. Often, the people who
transmit the infection show few or no signs of having the disease, while people who are
very ill from a disease may be of little or no importance in its transmission (Cairncross
and Feachem, 1983).

There are three key factors which affect the probability of transmission of an infective
dose of the disease agent from one person to another. These are latency, persistence
and multiplication. When choosing an excreta disposal system they will have to be kept
in mind as they influence the chance of survival of the different pathogens in the
different systems.

Latency is the interval between the excretion of a pathogen and its becoming infective
to a new host. All pathogens causing diarrhoea are immediately infective, while a
number of worm infections require a distinct latency period because the eggs need to
stay outside a host’s body to develop into an infective state. The requirements for the
safe disposal of excreta containing immediately infective pathogens are far more
stringent than for those containing pathogens with a prolonged latency period.
Persistence relates to the amount of time a pathogen can survive after leaving the
human body. A persistent germ will create a health risk throughout most treatment
processes and during reuse of excreta.

Multiplication of pathogens varies considerably. Most pathogens do not multiply
outside the (intermediate) host. But within the (intermediate) host, originally low
numbers can multiply to become infective. This is, for instance, the case with bacteria
in a human host. Most types of worms will not multiply within a human host, but
require another environment (soil, snails, animals) to multiply (Feachem, 1983).

The most important excreta-related diseases can be classified according to their
transmission routes:

e Diarrhoeal diseases;
¢ Worm infections;
- with no intermediate host
- with an aquatic intermediate host
- with an animal intermediate host
e Insect transmitted diseases.
(Feachem e.a., 1983).

Diarrhoeal diseases

The diseases belonging to this category are caused by viruses, bacteria and protozoa.
Examples are rotavirus diarrhoea, pathogenic E.coli diarrhoea and amoebic dysentery.
Diarrhoea makes people weak and causes dehydration due to loss of body water.
Severe dehydration may cause death, especially for children and people who are poorly
nourished.



The infection is transmitted through ingestion of the faeces of infected persons. This is
called the faecal-oral route of transmission.

There are many ways in which faeces can become ingested. The most direct way is by
drinking contaminated water or eating contaminated food. Another direct, but often
less obvious way, is via dirty hands. Children are prone to get infected this way. When
hands are not washed properly after defeacating or at regular intervals during the day,
tiny bits of faeces may stick to the fingers or under the nails and become ingested when
the fingers are put in the mouth. Dirty hands can also contaminate kitchen utensils and
food. The most indirect means of transmission is through insects such as flies and
cockroaches. These insects feed on faeces and food, spreading pathogens around on
their legs.

Worm infections

The health consequences of worm infections are generally underestimated because the
clinical effect is rarely acute and the severity of the disease is typically related to the
number of worms and not merely to the presence of infection. Moreover, the chronic,
debilitating and insidious course a worm infection can have, is rarely revealed in health
surveys.

Because most worms do not multiply within a human host, the amount of worms is
dependent on the amount of times a person gets infected. Continuous exposure and
self-reinfection are therefore determining factors for the total wormload a person may
have.

A problem with many kinds of worms is their invisibility to the naked eye. Because
they cannot be seen, people are not aware of them. And in many societies worms are
anyway not considered a disease.

A survey in Bhaktapur, Nepal, revealed that people considered themselves to be healthy.
After a filmshow on sanitation-related diseases, people were invited to bring their stools for
examination. Most pcople did have worms and they saw them under the microscope. A
deworming campaign was then launched, and a prize offered to the person who could show
most worms. The prize was won by a seven-year-old girl who produced 63 worms in three
sittings. The people then started to realize that something should be done and they were
much morc motivated to start improving their sanitation practices and facilities (Lohani and
Guhr, 1985).

Worm infections with no intermediate host

Several excreted worms which infect people have no obligatory intermediate host. The
adult worms live in the human intestine and their eggs or larvae are passed in faeces.
The eggs of Ascaris (roundworm) and Trichuris (Whipworm) must remain in a suitable
environment (usually warm, moist soil) for 1 1/2 to 6 weeks to become infectious.
Infection then takes place through the faecal-oral route of transmission.

The eggs of the Hookworm also develop in warm moist soil. After one week or more,
infective larvae develop which cause infection by penetrating the unbroken skin,
usually of the foot.

The eggs of the Enterobius vermicularis (thread- or pinworm) are laid on the perianal
skin, especially during the night. This causes itching and consequent scratching.
Self-reinfection and infection of others via unclean fingers happens a lot, while
infection can also occur when the eggs stick to the faeces after defaecation, and get
ingested at a later stage.



Worm infections with an aquatic intermediate host

The most important worm in this category is the Schistosome (bilharzia). Schistosome
worms live in a host’s blood system. The eggs are excreted in faeces or urine,
depending on the type of schistosomiasis. When infected faeces or urine reaches water,
the eggs develop into larvae. The larvae enter a snail and undergo a series of
developmental stages. Later, the larvae emerge from the snail and upon encountering
human skin, they rapidly penetrate it, thereby infecting the person. Thus people get
infected with schistosomiasis when they bathe, wash clothes, work, walk, fish or play in
contaminated water. To a lesser extent people can get infected when they drink this
contaminated water.

Although over 80% of rural households in Tanzania have a latrine, somc surface water still
gets infested with schistosomiasis. Reported incidence of urinary schistosomiasis in a survey
in eight villages was significantly higher for boys of 6 years and oldcr, and for girls and
women of 11 years and older. This, and data on water use practices suggcests for the former a
relationship with swimming, and for the latter with clothes washing, as both activities involve
a prolonged stay in the infested water (Kirimbai and Van Wijk, 1983). Combatting the
transmission of schistosomiasis thus not only requires installation and use of latrines, but also
design, construction and management of communal washing facilities.

Worm infections with an animal intermediate host

The two worms concerned here are Taenia saginata (beef tapeworm) and Taenia
solium (pork tapeworm). The adult tapeworm lives in the intestines of an infected
human host. The eggs are passed in the faeces and are then eaten by a cow or a pig.
The eggs hatch in the gastro-intestinal tract of the animal and are carried to the
muscles. Here the larvae develop into infective cysts. Transmission will occur if a
susceptible person eats undercooked meat containing these cysts.

Insect transmitted diseases

The only mosquito-borne infection related to sanitation is Bancroftian filiarsis. The
infection is mainly transmitted by the Culex pipiens mosquito, which breeds in stagnant
polluted water (blocked drains, poorly maintained septic tanks, latrine pits containing
water). The infective mosquito injects some infectious larvae into the human host.
These larvae find their way to the lymph vessels where they mature into worms in
about a year. After this time the female worms give birth to new larvae, which infect a
mosquito who sucks blood. The larvae undergo a change in the mosquito and after ten
days the mosquito is able to infect the next person. The disease (filariasis,
elephantiasis) is caused by a reaction of the human body to the presence of worms in
the lymphatic system.

Table 1 lists the most important excreta-related diseases and indicates the relative
importance of the different intervention strategies. It shows that both excreta disposal
and excreta treatment are very important interventions for all the diseases mentioned.
It also shows that for diarrhoeal diseases in particular, an integrated approach
combining improvement in water supply and sanitation with hygiene education is
necessary to reach the objective of improved health. The hygiene education component
is vital in seeking to influence personal and domestic cleanliness and food hygiene.
Attention should also be given to Bancroftian filariasis which has the potential of
becoming a major problem as a consequence of increased water supply and deficient
sanitation if not enough consideration is given to drainage and sullage disposal.



Table 1: The importance of different interventions for excreta-related diseases

Infections
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Diarrhoeal diseases

Viral agents 2 3 2 2 3 0 2

Bacterial agents 3 3 2 2 3 0 3

Protozoal agents 1 3 2 2 3 0 2

Worms with no intermediate host

Ascaris and Trichuris 1 1 3 3 1 1 2

Hookworm 1 1 3 3 1 0 0

Enterobius 1 3 2 2 3 0 1

Worms with an aquatic intermediate host

Schistosomiasis 1 1 3 2 1 0 0

Worms with an animal intermediate host

Beef and pork

tapeworms 0 1 3 3 1 0 3

Insect transmitted diseases

Bancroftian filariasis 0 0 3 0 0 3 0

= no importance

little importance
moderate importance
great importance

I
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Adapted from: Feachem 1983,



As a conclusion to this section, it must be stressed that any choice of a sanitation
system should be based on the type of excreta-related diseases common in a particular
area. The chances of transmission and survival of viruses, bacteria, worms and insects
are affected differently by the various sanitation systems. This is even more valid for
upgrading possibilities where a small improvement such as making a floor slab
non-absorbent and smooth, may already reduce the occurrence of hookworm.

2.2 The effects of open field defaecation and traditional latrines

People defaecating in or near rivers, streams or ponds directly pollute the water, which
often 1s a source of drinking water, if not for themselves, then for people downstream.
Where defaecation is practised in or close to vegetable gardens or crop fields, it is
often argued that the faeces will serve as manure. However, the food crops may get
directly contaminated, resulting in a health risk when the crops are consumed raw or
slightly cooked.

In many communities where there are few or no latrines, special defaecation areas may
be found, often some distance away from where the people live. Because faeces is
spread throughout these areas, it is difficult to avoid stepping on it. People walking
barefoot will easily get infected with hookworm. Moreover, tiny particles of faeces will
stick to either shoesoles or feet and will be carried back to the homes. Children playing
on the ground may ingest these tiny particles and become infected. If animals freely
roam around, they can spread the human faeces and at the same time risk getting
infected with the eggs of beef or pork tapeworm. Flies and other insects also have their
share in transporting pathogens from these areas.

Children are often allowed to defaecate wherever the need arises and when others do
not immediately clean this up, infections can spread easily. There is a widespread belief
that facces of children is harmless, the contrary is true. Because children play on the
ground, they are more often infected with excreta-related diseases. They are, moreover,
usually more susceptible for these diseases.

There are many kinds of traditional latrines. They are often made with locally available
materials and built on a self help basis. Depending on these materials, the structures
may be more or less stable. The building technology depends on the experience within
the community and local masons often have developed techniques which are very well
suited to the local conditions. A special type of traditional latrine is the hanging latrine,
found in many places in Asia. It consists of a platform raised over water, with a
superstructure build on top of it for privacy. Faeces drops down, polluting the water in
which often also washing and bathing is done. This illustrates that latrines are
constructed more for privacy and convenience than for health reasons.

Traditional latrines may be good as they are, but there are also areas where technical
or hygienic problems are experienced. Pits may collapse after a relatively short period
of time due to instability of the ground. Floors may be made of wood covered with
mud to form a flat surface, but this surface may be difficult to clean and become a
breeding place for hookworm. Lack of proper cover may create a fly and odour
problem and if the pit is used although it is almost full, there is a risk of flooding when
the groundwater rises due to rain.



A cholera outbreak in 1980 induced the Ministry of Health in Tanzania to undcrtake an
intensive latrine building campaign. As a result, all or almost all houses have their own
traditional latrinc. Main problem is the carly collapse of wood-and-clay slabs, as the
progressive deforestation of the area makes it more and more difficult to obtain the type of
logs required for durable latrine slabs (United Republic of Tanzania, Unicef, UNDP and
Norconsult, 1987),

Such problems may result in a total disregard for latrines and people may revert back
to open field defaecation. This is understandable from the individual point of view, but
for the community it is bad, as latrines -even unsanitary ones- at least localize the risks.

2.3 Reasons for an upgrading approach

Improvement of the sanitation situation does not necessarily imply the construction of
new facilities. Where traditional sanitation facilities exist, they reflect local social and
cultural preferences and are an investment of the people who built them. Although
they might not all be good from a hygienic point of view, it may be possible to upgrade
them to become both hygienic and safe to use.

One reason for considering upgrading is cost efficiency. For instance, of the total cost
of a single pit BOTVIP latrine in Botswana of P558, the cost for the slab, vent pipe, fly
screen and squatting pan were respectively, P30, P10, P2, and P35 (Larbi, 1990).
Replacing or upgrading part of a latrine is thus much cheaper than building a new one.
This is an important policy consideration when taking into account the large number of
sanitary facilities and practices to be improved and the limited amount of funds
available.

Another factor for consideration is cost-effectiveness. Where problems exist such as
caving in of the pit, slab-collapse, bad smell, cleaning problems, lack of privacy or
acceptance and ease of use by children, partial solutions to answer these specific
problems may be enough to enhance latrine use.

A third consideration is affordability, which is one of the lessons learned during the
Decade. Even though there are well proven low-cost sanitation solutions like the
Ventilated Improved Pit latrine and the Pour-flush latrine, in some rural areas, the
majority of the population might not be able to afford these. Therefore an adequate,
yet even lower cost alternative must be promoted. Possibilities must be investigated to
improve the existing practices, both with hygiene education and with simple technical
solutions. This is cheaper for the people, values the effort they already have made for
sanitation, and does not require adaption to a totally new system.

Technical upgrading of existing facilities does not have to be very complicated, but it
may not always be worth the effort. For instance, if a pit will be full within a year, it
might be better to build a new one. But only when it is not possible to upgrade existing
facilities and practices or if people are interested and can afford another (modern) type
of sanitation facility, is it advisable to start planning for new facilities.



3. Steps to Identify the Need for Sanitary Improvements

3.1 The importance of integrating hygiene education

It should be stressed that technology in itself is not enough to ensure reduction of
sanitation-related diseases. Sanitation is dependent on the way people behave and
organize themselves towards hygiene. Any intervention should be based on what
people already do, what they know and what they want. As people know this best
themselves, they have to be involved in all aspects and phases of the project; this can
be called a community-based intervention. A way to get this process started is through
the integration of hygiene education in the sanitation programme. In every phase of a
project, hygiene education can contribute to an understandmg of behaviour, practices
and neéds, so that the local knowledge of the people is fully used and at the same time
the knowledge of the external support agency is conveyed to the people in a practical
way. The subjects and emphasis of hygiene education can change as the pr()]ec,t
progresses

Thus, as a start, it can concentrate on identification of risk factors and problems in
sanitation. The joint analysis becomes an educational process in itself and may create
an awareness amongst the community about the negative and positive aspects of
sanitation and may make them inclined to become involved in sanitation development.
Then @ultural factors influencing sanitation behaviour and motivating factors for
sanitation can be discussed, as well as possibilities for resource mobilization and the
organization of improvements. At the same time local knowledge on environmental
conditions can be used to review options for improvements, incorporating local
preferences in sanitation design.

During planning, decisions can be made on the different.options for improvement and
different technologies to be used. This will strengthen local development capacity and
responsibility towards the sanitation improvements to be ‘made. It is likely that the
tesults of such an mtegrdted approach will be more permanent than those of a quick
latrine construction campaign, while at the same time, it develops institutional
capacities for problem analysis and problem solving within the communities themselves.

A quick latrine campaign in an East African country resulted in many latrines being built,
They were sited along the roadside to enable the public health inspectors to monitor
construction progress by car. However, the latrines were not uscd as people disliked entering
in the full sight of passers-by (Barrow, 1981). Similar experiences were gained in Thailand
were campaigns from 1917 to 1928 resulted in 26% of houscholds owning a latrine, In 1960
less than 1% still ownecd and uscd a latrine (MoH and UNICEF, 1988 in GTZ, 1990).

Another advantage of this approach is that it may facilitate the identification of
different socio-economic groups and the finding of solutions appropriate to the
problems, needs and means as perceived by each of these groups. For instance, if
people are not willing or able to construct latrines, it may be possible to change
existing practices to become less of a risk. These can be both general hygiene
measures, such as washing of hands and safer food handling, as well as site specific,
such as making ditches in defaecation grounds.



In a controlled experiment in Bangladesh, families with a confirmed case of shigellosis
(dysentery) received health education on the importance of washing hands with soap,
together with free soap and pitchers. Spread of infection was only 10% in the educated
households as compared to 32% in the control households: a significant diffcrence.
Handwashing with only water was found to be ineffective (Uddin Khan, 1982). This
expcriment is valid to analyze the effect of using soap for handwashing against only using
water. But, soap is generally not affordable to low-incomc households and it is thercfore
unlikely that people will kecp using soap if it is not provided for free. It would have been
much better if local soap substitutes such as ash had becn promoted.

J""-\

‘. During implementation of improvements and construction of new latrines and
thereafter, user education will be necessary to make sure the system and maintenance
requirements are understood well and carried out.

‘Hygiene education is often undertaken by technical field staff who are given the added
responsibility for social and educational activities. A drawback of such an approach is
that these people may not be trained for this task, resulting in an emphasis on technical
issues, rather than on community perceptions and attitudes. Much better is it to attach
promoters, animators or health educators to technical programmes to undertake
educational and social services. The organization of hygiene education is discussed at
length in ’Key Issues in Hygiene Education Planning and Management’ by Marieke
Boot, IRC, 1991,

Methods of hygiene education may vary according to circumstances and needs, but
have to be adapted to the needs of the community. Instead of giving instructions on
what to do and what not to do, material should be presented in such a way that the
audience is stimulated to analyze their own behaviour and to find practical solutions to
identified problems (Burgers e.a., 1988 and Boot, 1984).

3.2 Methods to approach the community

Many communities are made up of groups with different resources and interests,
resulting in factions within the community which may or may not be in conflict with
each other. Although the interests may have nothing to do with sanitation, they may
interfere in the development process. To reduce the risk of being manipulated by one
group or another, it is advisable to get as much insight into local conditions and culture
before going there. Most communities will have been involved, one way or another, in
development efforts and staff from these projects could possibly be approached about
their experience with the community and their opinion about the local social structures.
Also government staff, district health workers, etc. with experience in the community
may be able to give information about the local structures.

With this background information in mind, the first people to contact in the community
are the local authorities and/or local leaders, to inform them about the intended
project and to ask for their approval and support. This is not only a matter of good
manners, but it will also make work easier. They can give an impression of the
community, the various socio-economic groups, their priorities, problems and felt
needs, the health situation, possible constraints, and so on. They can give their views on
the sanitation conditions and can indicate in what way they would be able and willing
to help. Moreover,they will be able to assist in identifying the most appropriate people
and groups to get involved with as a start.
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The amount or type of informants will differ from community to community, but in
general, men and women should be approached who represent a specific group in the
community, or who, apart from assisting in identifying risks and problems in sanitation,
can give information on other aspects which have a bearing on sanitation. In this way a
diverse picture of local conditions can be obtained.

Local health workers should know what kind of diseases are prevailing in the
community and their most likely causes. They will also have an idea about the
awareness within the community of sanitation-related diseases and the prevailing
practices which have a positive or negative impact on the health of the population.

Community development workers or local non-governmental organizations could
give an insight in the motivation people have to participate in development
efforts and the experience the community has had with previous projects.

School teachers, although often not raised in the community, can give
information on the attitude of children towards sanitation and on the educational
message they give or are supposed to give their pupils in this field.

Religious leaders can give information on religious beliefs and rules, which have
a direct bearing on sanitation.

Masons or sanitary craftsmen will be able to point out the technical problems
they are facing in building latrines.

Representatives from social, cultural or religious groups in the community can
each give an insight into the specific needs, constraints and perceptions their
group has in relation to sanitation.

Besides addressing the above mentioned people, discussions can be started in hygiene
education sessions with a more general public to give information on the project and
its approach and to also discuss the risks and problems in the field of sanitation.

3.3  Special steps to involve women in the project

Participation of women in sanitation projects is of crucial importance. Not only because

/ usually women are more motivated to have sanitation facilities for reasons of

. convenience and privacy, but also because they are the ones who keep the facilities

¢ clean, who maintain them and who train their children to use them (a detailed

' discussion on the participation of women in water and sanitation is given in Van

- Wijk-Sijbesma, 1985). Thus women hold the key to the continued sanitary operation of
these units and their benefit to the family’s health. For this reason above all, women
merit special attention during the planning of sanitation projects, to make sure that the
facilities are planned with full awareness of their perceptions and needs (Perrett, 1985).
This participation, however, does not happen automatically and special steps may be
needed to create favourable conditions.

In some societies the social rules governing women'’s public and private roles are fairly
rigid. For instance, while they may not prohibit women participating in sanitation
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